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From time immemorial, abortion have. been practised in the 
world with or without legal and social sanctions. Legal abortion 
has earned much popularity in the last decade because oC its 
greater safety and large impact on population control. The 
historical evidence is also strong that rapid fertility decline 
is unlikely without some recourse to abortion (Corvalan, 1979). 
Thus, more and more countries in the world are liberalising their 
abortion laws. 


In India, since the enactment of the Medical Termination oC 
Pregnancy (MTP) Act of 1972, several thousands of abortions are 



month. The demand for abortion has 


increased since then. Various methods arc in practice depending 


on the duration of pregnancy 


Induction of -abortion during the second trimester of 


abortions constitute about 15% of the total abortions reported in 


the country. Due to the detection of prenatal foetal sex 


anomalies in second trimester, the incidence of termination of 


pregnancy during this period has increased considerably 
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A large number of techniques have been evaluated for second 
trimester MTP-a fact which —testifies that all the present day 
methods have some snort coming and no single technique is 
absolutely safe and effective. 

The method most frequently employed along with the minor 


section has 

been the 

induction 

of 

abortion by 

saline 

or 

ethacridine 

solution. 

Induction 

of 

early second 

trimester 

abortion by 

the intra 

and extra 

araniotic administ»'ation 

of 


hypertonic saline has been utilised extensively in the Canadian 
countries, but the method is associated with the risk of 
intravascular leakage of saline in substantial amounts, 
(Bengtsson; Amris). 

An alternative is ethacridine; a yellow acridine derivative 
<6, 9-diamino-2-oxyethyl acridine-lactate dissolved in sterile 
water) with antiseptic and oxytocic properties (lewis; Sepekas 
N.). It can also be administered extra-aroniotically as a 0.1% 
solution. This method of abortion, in combination with the rubber 
catheter has been used with success by Japanese Obstetriciane 
(Manabe, Y.). The 0.1% ethacridine solution has the advantage of 
being harmless eve in the event of intravascular leakage. It is a 


well established agent and has an excellent record of safety over 
many years of clinical experience. 

On the other hand, . this method has the disadvantage that it 
must be combined with other agents-usually an indwelling catheter 
or concurrent oxytocin administration in order to be effective 
Within a reasonable period of time. Significant uterine 
contractility usually does not occur until 10-12 hours following 
ethacridine-instillation. It has the drawback of higher failure 
rate and longer induction-abortion interval compared to other 
agents like hypertonic saline or prostaglandins. 

In India, the available alternative for termination of raid 
trimester pregnancy- ar^ hysterotomy or hypertonic saline. 
Hysterotomy is a major surgical procedure and hypertonic saline 
has the Tisk of coagulation failure# Therefore, it is imperative 
to evolve safe and effective methods for this group. 

Encouraged by the results of the WHO Task Force on 
prostaglandins and reports from various parts of the world 
(Anderson G.G.; Brenner, W.E.); the Indian Council of Medical 
Research initiated a trial with Prostaglandin F a* (PGF a®) and 
15-Me-analogue of PGF-aO for termination of mid-trimester of 
pregnancy. Independent studies have shown that potential value of 
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PG of the E and F aa series both as parturigenic agents (Embrey; 
1969, 1970; Beazley et al . 1970; Karim et al., 1970; Roth-Brandel 
and Adams, 1970;) and as abortifacients (Embrey 1970b; Karim and 
Filishie 1970a, 1970b). 

Prostaglandins (the most potent oxytocic agent known) are 
very effective but associated with a number of disadvantages 
including the complications; the expense and the non- 
availability. 

It is now generally accepted that combination methods, using 
prostaglandins in conjunction with other agents, are "the method 
of choice for medically terminating second trimester pregnancies. 

A popular method for terminating second trimester pregnancy 
is the combination of extra-amniotic — ethaeridine lactate plus 
prostaglandin. However, though this combination method has been 
recommended for second trimester abortion for over 10 years, a 
number of details to optimize the technique have yet to be 
studied. 

The present study was undertaken to explore the clinical 
efficacy of combining the immediate effect of a single extra 
araniotic injection of PGF a® with more slowly developing but 
longer lasting stimulatory effect of ethaeridine i.e. the aim was 
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•to ^combine the safety of ethacridine with efficacy of 
prostaglandins. The prostaglandin «15(8), 15-methyly PGF a® was 
administered extra-ainniotically to reduce systemic side effects 
and the inconvenience of intramuscular route. 

The induction of early second trimester abortion by the 
extra amniotic instillation of a single dose- of prostaglandin 
(PGF att) with a solution of 0.1% ethacridine, seems to be simple, 
efficacious and harmless procedure. This modification of extra 
amniotic abortion method combines the iimnediate uterotonic effect 
of prostaglandin with the delayed oxytocic response - to 
ethacridine. It : is -postulated that a stimulation of increased 
PGFaa release- ;£rom the decidua may be the final mechanism of 
action for ethacridine. 

This study was a comparative- evaluation of use of 
ethacridine-PGFatt combination and ethacridine-syntocinon for mid- 
trimester abortion and was done with the following aims and 


objectives : 


I. To find out the safe, simple and effective method for mid- 
trimester termination ol! pregnancy by using etha.cridine 
lactate extra-amniotically followed by single injection of 
Carboprost (PGFaa) extra-amniotically 6 hours later in one 
group and oxytocin-augmentation in the other group. 

II. To note the overall induction-abortion interval and compare 
the results in both the groups. 

III. To evaluate the safety of both the methods as regards the 
complications like incomplete abortion; pain, post-abortal 
bleeding and failure rates. 

IV. To observe the overall success rate in both the groups with 
regards to induction-delivery interval, cost effectiveness, 
side effects and complications. 

V. To combine the safety of ethacridine with the efficacy of 
prostaglandins for mid-trimester abortion. 







REVIEW OE I^ITEE«ZVTOE«r*: 


The controversy on the issue of induced abortions is well 
recognised. In recent years, it has reached critical dimensions. 
It is felt that it should be the right of each woman to take 
decision on her pregnancy, based upon correct information. 

Abortion has earned much popularity in the last decade 
because of its greater safety and large impact on population 
control. The world-wide trend towards liberalisation of abortion 
laws has continued in the last four years, thus bringing changes 
in Canada, Czechoslovakia, Hungary, The Soviet Union and Vietnam. 
Forty per cent of the world's people now live in countries where 
induced abortion is permitted on request and twenty five per cent 
in- countries where it is allowed only if the women’s life is in 
danger (Hanshaw, 1990). 

PROBLEM STATEMENT 

(a) WORLD : The number of pregnancies terminated yearly by 
induced abortions throughout the world Is not definitely known 
because of inadequate data, under-registration of abortions and 
generally unreliable estimates of illegal abortions. It is 
estimated that 40-60 million abortions are performed in the world 
each year including 33 million legal procedures. This implies a 
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world-wide abortion rate of 37-55 per 1,000 women aged 15-44 
years and a ratio of 24-32 abortions per 100 known pregnancies 
(Tietze and Henshaw, 1986). 


(b) INDIA : Since legalisation of abortion in India, 
deliberate induction of abortion by a registered medical 
practitioner in the interest of mother's health and life is 
protected under the MTP Act 1971-75. In India, 518,600 
pregnancies have been terminated legally in 1983-84, accounting 
for an abortion rate of 3.3 and abortion ratio of about 2:1. 
But, illegally induced abortions are estimated to have numbered 
4-6 millions giving an abortion rate of 36-55 and an abortion 
ratio of 13-20 per 100 estimated pregnancies per year <Chaudhuri, 
1988). Since the inception of the programme in India, in April 



1972, over 6.38 million terminations were effected up to March 
1989 under the MTP Act (Ministry of Health and Family Welfare, 
Govt, of India, 1990). 

As a result of increased awareness created by the 
implementation of the MTP Act in India, more and more women are 
seeking legal abortions. 


The use of pharmacological agents for the l.ermination of 
early pregnancy is preferred over any surgical procedure due to 
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risks involved in instrumental evacuation. Tho ideal drug for 
this purpose should be safe, highly effective and easy to 
administer Prostaglandins can be used to terminate pregnancies at 
any stage of gestation. However, when they are used to terminate 
pregnancies between 7-12 weeks; the induction-abortion time is 
significantly prolonged and the doses required produce 
unacceptable side effects. 

During the second trimester between 13-20 weeks pregnancy 
when the foel:us develops rapidly, the uterus is generally 
quiescent and unresponsive. At this stage, abortion is physically 
and psychologically more traumatic than the termination of early 
pregnancy or menstrual induction. 

Different methods have been used to provoke abortion since 
time immemorial : 

(i) extra -ovular metreurysis. 

(ii) introduction of laminaria bougres. 

(iii) extra-ovular instillation of hypertonic saline, ethacridine 
lactate alone or in combination with syntocinon (Cohen, 1846). 

(iv) Prostaglandins (PGEa and PGFa.) and their synthetic 
analogues using intravenous, extra-amniotic, intra-amniotic or 
intra-vaginal routes of administration. 



Continuous intravenous infusion of prostaglandin for 
termination of pregnancy was first successfully tried by Karira 
and Filshie (1970). Following this, several authors have reported 
a success rate ranging from 60-93%. Disadvantages of this route 
has been the high incidence of nausea, vomiting, diarrhoea and 
phlebitis at the site of infection. More recently, however, 
considerable interest has been directed towards other routes of 
administration. 

Since the first systemic study of the prostaglandins by 
Kurzork and Lieb in 1930, many stimulating researches are being 
done on prostaglandins all round the worl 1. Prostaglandins have 
revolutionised the management of pregnancy termination. They are 
considered to be the method of choice for second trimester 
abortions. They appear to have high efficacy and less side 
effects. The efficacy can be further enhanced and side effects 
further reduced when prostaglandins are administered in 
combination with some other method. 

PROSTAGLANDINS 

Term was coined by Von Euler (1935). Prostaglandins are 
naturally occurring substances of family of polyunsaturated 20 
carbon fatty acids containing a cyclopentane ring and two 
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aliphatic side chains. Chemically derivative oE hypothetical 
prostanoic acid. 

Prostaglandins, are divided into groups A, B/ C, D, E, F, G, 
H and I which are subdivided according to degrees of unsaturation 
of side chains and a suffix denoting the number of double bond 
(e.g. PGEjl, PGEa/ PGB 3 >. When stereoisomerism exists its nature 
is shown by additional subscripts alpha or beta (PGFaa. and 
PGFa«)« Only alpha isomer occur naturally. 

BIOSYNTHESIS 

In the body prostaglandins are derived from ercose 
( tri/litre/pento) enoic acids. Thus called eicosonoids. In human 
tissue, the fatty acids released from membrane lipids in largest 
quantity is 5, 8, 11, 14 eicosa tetranoic acid <arachidonic 
acid). During prostaglandins synthesis, two of the four double 


bonds of 

arachidonic 

acid 

get 

saturated i n 

process of 

cyclization. 

leaving 

two double 

bonds inside 

chain. Thus 

subscript 2 

prostag land 

ins are 

most 

i iiiportant i n man e.g. PGEa , 

PGFac, TxAa 

and PGIa* 






Eicosonoids are most universally distributed autocoid in the 
body. Practically every cell and tissue is capable of 
synthesizing one or more types of prostaglandins. Endogenous 
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prostaglandins are known to be involved in regulation of female 
reproductive processes. I’ickles and co-workers have identified 
the presence of prostaglandins in menstrual fluid, endometrium 
and in blood during menses (Elington et al . 1963; Pickles et al. 
1965, 1967) while Karim, Devlin and Hiller identified the 
presence of E and F prostaglandins in the umblical cord, amniotic 
fluid, decidua and in venous blood during spontaneous labour and 
abortion (Karim, 1966, 1967, 1968; Karim and Devlin, 1967; Karim 
and Hiller, 1970). 

Arachidonic acid is a typical polyunsaturated fatty acid 
present in cells in ester if ied form, hence the liberation of 
glycerophospholipids of arachidonic acid is a key event in 
biosynthesis of prostaglandins and is thought to be the rate 
limiting step in this process (Samuelsson, 1978). 

DEGRADATION 

First step in prostaglandins metabolism - These are 
catalysed by 15 hydroxy prostaglandins dehydrogenase (PGDH) into 
biologically inactive 15 ketoderivatives, which are rapidly 
converted to the 13, 14 dehydroxy-15-keto derivatives the major 
circulating forms (Vonkeroan et al. 1969). 
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Degradation occurs rapidly in roost tissues but fastest in 
the lungs. Plasma half life in few seconds to few minutes 
(Sameulsson, 1978>. Elimination of biologically active 
prostaglandins is compared by beta and omega oxidations. The 
products formed- are excreted in urine. 

Pharmacologically - to make the compound stable for 
therapeutic purposes such as induction of abortion, the 15-OH 
group of PGFao. is replaced by I 5 -CH 3 group; and this compound 15- 
methyl -PGF 2 hence is not metabolised by 15-hydroxy 
prostaglandins dehydrogenase. 

DISTRIBUTION OF PROSTAGLANDINS IN HUMAN REPRODUCTIVE ORGANS AND 
FLUID 

Recent and more definite studies have shown that the 
distribution of prostaglandins is not restricted to the male 
accessory glands (prostate) or their secretions as reported 
earlier but prostaglandins have ubiquitous distribution in the 
female reproductive organs and fluids also. With jncreasing 
research, evidence has accumulated that prostaglandins are active 
throughout the reproductive system. 
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PROSTAGLANDINS SYNTHESIS IN THE BODY 
DIET ESSENTIAL FATTY ACIDS 
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By the lato 1970s prostaglandins were known to be involved 
in hypothalamic and pitutary hormone releases, ovulation, 
development of corpus luteum, uterine contractions in labour and 
spontaneous abortions, ejaculation and sperm transport. 

The types of prostaglandins in relation to the source as 
found by various workers are given in Table I. 


Table I 

TYPES OF PROSTAGLANDINS IN RELATION TO SODRCE 


Source 

Types of PGs 

Investigators 

Female Reproductive Tissues 
■ Maternal blood during preg; 

Ea f F aot 

Karim, 1968; Karim 

labour and spontaneous 


& Hiller, 1970 

abortion 


Bruromer, 1972 

■ Amniotic fluid in gestation 

PGFa*, PGFxo. 

Karim and Devlin, 

and labour 

PGFa, PGEi 

1967 

■ Umblical and placental blood 

PGE, PGF 

Karim, 1967a 

vessels 



■ Fallopian tube 

PGFso. 

Ogra et al. 1974 

■ Menstrual blood and endo- 

PGFa, PGFa 

Pickles and Hall, 

metrium 


1963; Downie et al 

1974. 

1 

Male Reproductive Tissues 
■ Seminal fluid 

Ex/EafEafFx 

i 

• ■ 1 

Hamberg & Samuel- i 


Ax/Aa/Ex#Ea 

sson, 1966; j 


19-hydroxy ExiEa 

Bygderaan et al. i 
1970, Taylor & i 
Kelly, 1974. | 
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MECHANISM OF ACTION ON UTERINE MUSCLE 

Exact mechanism is not dear. Different workers arc of the 


views : 

(1) Act by Calcium Displacement Mechanism : 

■ Prostaglandins irvleract with specific receptors localized in 

plasma membrane cells. In uterine muscle, the prostaglandin 
bind to the Ea adrenergic receptors. 

■ PGE and PCF inhibit action of adenylate cyclase and decrease 

cyclic AMP, which in turn increase intra-cel lular ionic 
calcium to actomyosin complex and in this way triggers 
myometrial contraction (Mary E. Cursten, 1972). 

(2) Prostaglandins act indirectly through the release of 
oxytocin. Gillepsie et al. (1972) have shown an increase of 
oxytocin level in prostaglandin induced abortions. 

(3) According to Csapo and Pulkkinen, it is the reduction in 
progesterone supply due to constriction of uterine and 
placental blood vessels, thus making the myometriurn receptive 




to prostaglandins (Csapo and Pulkkinen, 1979). 

(4) Prostaglandins appear to induce abortion primarily through 
uterine contractions. These are probably stimulated both 
directly by the exogenous prostaglandins atid indirectly by 
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enhanced release of endgenous prostaglandin. There is an 
increase in uterine muscle tone, followed gradually by regular 
contractions which physically dislodges the conceptus from the 
uterine wall. 

(5) Prostaglandins are also involved in leuteolysis and inhibit 
the ability of corpus luteuro to secrete the female hormone 
progesterone which is necessary for maintenance of pregnancy, 
thus causing abortion. 

PROSTODIN 



Prostodin is a synthetic analogue of naturally occurring 
prostaglandin Fao.. Chemically it is troroethamine salt of 15 (S)- 
ISmethyl PGFao.. The generic name is carboprost tromethamine . 

The process of abortion by use of PGs is similar to labour 
at term. There is a latent phase during which the cervix dilates, 
softens and effaces to facilitate the passage of products of 
conception. This is followed by an active phase during which the 
products are expelled through the dilated cervical canal. 

The primigrarvidae take 3-5 hours longer for expulsion. This 
is mainly due to longer latent phase-analogous to labour. 
Adequate uterine contraction (3-5 per 10 min.) with the tone 
returning to baseline is necessary for expul si 



Iti ' : ‘ 
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conception. On the other hand, contractions superimposed with 
high basal tone may lead to rupture of uterus, especially in 
absence of cervical d-ilatation. The incidence of incomplete 
abortion is higher during early second trimester than during late 
second trimester. 

CONTRA-INDICATION FOR USE OF PROSTODIN 

Prostodin is contra-indicated in the patients with following 
medical conditions: 

(a) Hypersensitive to prostodin 
<b)Asthma, allergic bronchitis 

(c) Epilepsy 

(d) Renal impairment 

(e) Cardiovascular diseases 

(f) Hepatic diseases 

(g) Grand roultipara 

(i) Scar red-uterus-previous hysterotomy /cesarean section 
(i) Other relative contra-indications include large uterine 
myomata, major congenital anomalies of the uterus, failed 
saline inductions and purulent cervicitis or vagimitis. 
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PHARMACOLOGY OF ETHACRIDINE LACTATE 

Ethacridine lactate also known as "Acerenol lactate”, 
"Lacto-actridine" , "Aethacridinum-Lacticum” , "Rivanolum" is 6-9, 
dianjino, 2— oxyethyl-acridine lactate with a chemical c.omposition 
of CisHisNaOCsHsOsHaONHaHOOC-CHtOH ) CHs in the following 
configuration 

It is a yellow dye with antiseptic action. In 0.05 to 0.2% 
solution, it has been widely used as an antiseptic agent for skin 
and mucous membrane, 0.1% Rivanol, injection intravenously was 
found to be quite safe and was used in this concentration for 
many infectious diseases. Tt has been also used internally as 
urinary tract disinfectant. Absorption or intravasation of the 
drug is without any danger. 

MODE OF ACTION 

The oxytocic effect of Rivanol and other basic dyes in human 
uterine muscle is well documented. Saperika (1934) investigated 
the effect of Rivanol on the uterus and showed that it stimulated 
myometrical contractions in weak concentrations. In vivo there 
was a stimulating effect on both pregnant and non-pregnant cat 
myometrium with a dose of 2 mg/kg. Klingenberg et. al. (1961) 
showed that protamine an<l acridine caused isolated strips of 
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guinea pjy uterus to contract. These early observations suggested 
that the use of extra-amniot tc injections of acridine dyc-s to 
induce abortion depended on a true oxytocic effect rather than 
mechanical distension and separation of chorion from decidua, 

Manabe (1962) suggested that extra-ovular injections of 
Rivanol causes mechanical stimulation of the viterus. Kxtensive 
detachment of the membrane and the stimulation of the uterus 
caused by Kivanol in extra-ovular space can precipitate labour. 
The catheter left in situ also was thought to stimulate the 
uterine contractions. Mechanical stimulation can also cau.so 
reflex release of oxytocin. 

Gustavi (1974) suggested that extra-ovular procedures 
(including injections of Rivanol) act by releasing lysosomal 
hydrolytic enzymes within decidual cells. The enzymes released 
are thought to cleave prostaglandin precursor from membrane 
phospholipids and thereby provide substrate for prostaglandin 
synthesis. 

It seems probable that the observed damage to decidual 
lysosomes is followed by the synthesis and release of 
prostaglandins resulting in uterine t:ontracti ons anil finally in 


abortion . 
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FRONTIERS IN RESEARCH 

The search for a safer solution for extra-amniotic injection 
for termination in the 2nd trimester has led to the discovery of 
many substances. Cohen in 1846 first described the extra-ovular 
injections of Hivanol for termination of pregnancy in second 
trimester. Kashiwara and Fujibayashi of Japan (1952) described 
the technique of injection of rivanol by catheter in the extra- 
ovular space. 

Manabe from Japan (1969) used Rivanol along with oxytocin 
injections. Instillation abortion interval varied between 19 
hours to 33 hours. 

Lewis et al . (1971) described the oxytocic effect of the 
acridine dyes and their use in termination of mid-trimester 
pregnancy. All the patients aborted after a mean induction- 
delivery interval of 59 hours. 

Carl-Axel-Ingemanson of Sweden (1973) compared the results 
of Rivanol with extra-amniotic injection of hypertonic saline. A 
higher percentage of successful abortions w.is obtained in the 
Rivanol -catheter group than with saline group. 

Anjaneyulv (1977) used ethacredine lactate as extra amniotic 
injecrtion and unitocin (spartine sulphate) 150 mg 1/m one liourly 
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for 3 dosf'H were given to assist the C'xpulsion. The average 
successful rate within 72 hours was 81.4%. 

Ananthakrishnan ei;. al . (1978) used £^thacridin( lactate with 
10 units pitocin extra-amniotical ly . Ho found average induction 
abortion interval of 28 hours 10 minute wii.li net success rate of 
73.3%. Sepsis was seen in one patient who came for follow up 
after 10 days. 

Karne et al . (1980) performed a comparative study of 392 
niid-triraester abortions with intra-uterine injection of normal 
saline, 20% saline, prostaglandins and ethacridine lactate. Ho 
found success rate of 96% in 48 hours in prostaglandin group; 90% 
in i ntra-amniotic , 20% saline group, 87.5% in emcredil with 
oxytocin infusion group and 80% in only emcredil group. 

A comparative study of middle trimester abortion by serial 
intramuscular injections cjf 15-methyl prostaglandin Fao. and by 
extra-amniotic infusion of 0.1% ethacridine lactate has been 
carried out by Mrs. R. Sofat (1984). Success rate in 
prostaglandin group was 100% and induction abortion interval wa.s 
14.23 hours. 

Anirudh Malpani et al. (1986) did a coroparalive study of 2 
prostag landin analogues (Carboprost arxl su Iprostone ) with 
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ethacridine lactate for second trimester abortion. It was 
observed that the induction abortion interval was significantly 
shoj: ter witli carboprost. It was 20 hours 10 min. with sulprostoric 
group and 14 hours 20 min. with carboprost group. 

The Indian Council of Medical Research found a success rate 
of 78.1% in a series of over 1500 mid-trimester abortions with 1 
mg of extra-amniotic 15{S)-15 Methyl PG Fa*.. 

Karim and Sharma (1988b) used single injections of 25 mg of 
PGFao. extra-amniotically to terminate second trimester 
pregnancies. The extra-amniotic administrations of 15 Me-PGFao. 
appears to be a more desirable route of administration than 
repeated intra-muscular injections which produce unacceptable 
level of gastro-intestinal side effects. 

Kher R.A., Ingle M.K. et al. conducted a trial at NWM 
Hospital using ethacridine lactate and extra-amniotic single dose 
of 15(S)-15 Methyl PGFao. to perform second trimester medical 
termination of pregnancy and the results were compared with those 
of ethacridine lactate used with oxytocin .lugmentation. It was 
found that the success rate and incidence of complete abortion 
was higher with ethacridine + carboprost combination. 
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J.N. Martin, M. Bygdetnan, A. Leader and N. Wiqvist performed 
early siecond trimester abortions using extra-amniot ic 
inst i 1 lations of Rivanol solution and a single injection of PGF 20 . 
and found a successful induction-abortion after 18 hours 20 min. 
It was found that this method combines the immediate uLerotonic 
effect of prostaglandin- with the delayed oxytocic response to 
Rivanol , 

Mid-trimester pregnancy termination by extra-ovular instillation 
of PG and PG analogues. Selected Studies 


Author 1 Year 

Ho. of 

Patients 

Type of 

PG 

Dose 

Trial 

Period 

(hrs) 

I.A. 

Interval 

Success 

Pate (t) 

hiqvist et al. 
(1972) 

50 

PGF,. 

250-750 

»g 

30 

21 hr 12 

■in 90 

Aingoraui ( Gaaesh 
(1972) 

20 

PGF,. 

500 itg 

30 

19 hr 

80 

MHO Multicentric 
trials (1976) 

660 

ISHePGFj. 

0.92 «9 

36 


83 

ICHR Hulticentric 
trials {198«) 

1569 

IMePGFj. 

1 tg 

36 

14.0 hr 

78 


ANALYSIS OF COMPLICATIONS 

The incidence and magnitude of the complications are 
detected by various factors, the foremost being the nature of the 
abortifacient agent. The other factors involved in modifying the 
results are the duration of pregnancy, — f>arity iunJ associated 
medical disorders. 
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1. HAEMORRHAGE 

Haemorrhage is the coronionesl: type of life threatening 
complication. Haemorrhage is not problem in prostaglandin- 
induced abortions. RGFao. was found superior to oxytocin i 
reducing excessive post-abortal bleeding in women at high risk of 
developing atonic postpartum haemorrhage (Nelson, 1980) 

Ruoff et al . (Karuni, 1979) compared th«^ amount of blood 
loss in both the groups and found that post-abortal blood loss 
was quite leas in the PG group as compared to oxytocin. In a 
study of Rajan et al. <1980) by oxytocin augmentations there were 
seven fold increase in the incidence of haemorrhagic 
complications. 

2. UTERINE ABNORMAL ACTIVITY 

Prostaglandins induces uterine contractions at all stages of 


pregnancy . 

It 

causes 

i an increase 

in 

oxytocin 

receptors 

on 

myometrium 

maki 

ng it 

more sensitive 

to 

contractile action 

of 

oxytocin . 

Thus, 

the over stimulation 

of 

uterine 

myometrium 

ca^n 


occur in any case or may fail to induce in some. 

No case of uterine hypertonus was reported by Karim and 
Sharma (1971) and Craft and Yip ( 1978 ). Cervical injury was more 
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common with intra-amniotic than extra-amniotic procedures and was 
mainly seen in multipara women. 

3. GASTRO-INTESTINAL EFFECTS 

In isolated proportions longitudinal muscle of gut is 
contracted by PCFa* while the circular muscle is relaxed. Hormone 
propulsion activity is enhanced in human and thus colic and 
diarrhoea are important side effects. PGs act directly on the 
intestinal mucosa and increase water content, electrolyte and 
mucus secretion. Episodes of vomiting and diarrhoea were frequent 
but not troublesome in majority of patients (Graft, 1972), 
Nausea, vomiting and diarrhoea were more frequently observed in 
multipara (Theiry and Amy, 1974). 

Gastro-intestinal symptoms were the most common side effects 
with PG group as compared to oxytocin group (Hingorani et al., 
1988). 

4 . COAGULOPATHY 

Intravenous oxytocins were found to increase the risk of 
consumptive coagulopathy (Cohen and Ballard, 1974) as compared lo 
prostaglandins. Oxytocin causes an increased release of 
thromboplastins into the maternal circulation and leads to 


cToagulation abnorma 1 ity . 




In case of; extra-ovular 0.1% Rivanol , and prostaglandins 
Fao./ fibrinogen levels showed a slight increase after th<' 
instillations the drug but euglobulin lysin time was normal 
throughout. The platelet count and prothrombin time showed no 
significant change; so by use of ethacridine ^ PGFao. combination 
there is complete absence of haemorrhage complications. 

5. CARDIOVASCULAR SYSTEM 

Selective effect of prostaglandins on uterus without atiy 
side effect on cardiovascular system was reported by Karim 
< 1971 ). Pulse , BP showed no changes during period of instillation 
(Craft Yip, 1972). 

6. PROBLEMS IN SUBSEQUENT PREGNANCIES 

Although it is not more than 20 years since the first 
abortion was carried out using prostaglandins, little information 
is available about the long term physical sequale of pregnancy 
termination in the second trimester of pregnancy. Mackencie and 
Fry (1988) assessed the subsequent fertility of 140 women whose 
pregnancies were terminated with prostaglandins in second 
trimester. 

Reduced fertility after prostaglandin induced abortion was 
shown to be very infrequent. 


since abortion, 104 women in this series have conceived (97% 
within 24 months of abortion and five of them after- some delay). 

Only one women had not succeeded in achievLno a desired 
pregnancy. 

7. BODY TEMPERATURE 

There is no evidence that prostaglandin use<l for abortion 
act as pyretic agent (Nelson and Bryans, 1979). 

8 . OTHERS 

Fraser and Brash (1974) reported two cases of bronchospasm 
after prostaglandin instillation. Prostaglandin in the usual does 
used for induction of abortion do not cause convulsions (Fraser 


and Gray, 1974) . 
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MATESRIAX. T^JStD METraOOii 



The present study comprised of a cvjmparative evaluation of 
efficacy of ethacridine-carboprost {PGFa^) combination to that of 
traditional ethacridine syntocinon combination. The study w.<h 
conducted on 120 cases admitted to the Department of Obst. & 
Gynaec., M.L.B. Medical College & Hospital, Jhansi during the 
year 1993-1994. 

The cases were divided into two groups as follows : 

(A) 60 patients for roid-triroester abortion where the method used 
was a combination of ethacridine and carboprost. 

(B) A similar number of cases w}»ere the method used was 
ethacridine plus syntocinon combination. These served as 
control. 

The cases were further subdivided into three subgroups 
depending on the duration of gestation in weeks as shown in the 
table below : 

TABLE I : SHOWING GROUPS AND DISTRIBDTION OF CASES ACCORDING Tf^ 
GESTATIONAL AGE. 


Group A 


Efflcredil + Carboprost Total number of Caa* ** 


Ai (13-14 weeks) 
Aa (15-17 weeks) 
Aa (18-20 weeks) 
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Group B Eincredil + Syntocinon Total number of Cases 


Bjl (13-14 weeks) 7 
Ba <15-17 weeks) ?2 
Ba <18-20 weeks) 31 


Total 60 


SELECTION OF CASES 

Women seeking medical termination of pregnancy between 13 

and 20 weeks of gestation as calculated from the first day of 

last menstrual period were included in the study. 

SELECTION CRITERIA 

1. Weeks of pregnancy confirmed by estimation of the size of 
uterus and fundal height by bimanual pelvic abdominal 
examination. 

2. All patients in the study gave informed consent prior to 
entering the trial . 

3. Patients with known cardiac, pulmonary, renal or hepatic 
disease, epilepsy, suspected or known history of asthma were 
excluded from the study. 

4. Patients with pelvic disproportion, a history of caesarian 
section or other major uterine surgery were not included. 



5. Patients with active pelvic gynaecological infections were 
excluded . 

6 . Patients with uterine anomalies were not included. 

The diagnosis of duration of pregnancy was made by : 

a. Per-abdoininal or per-vaginal examination under aseptic 
condition. 

b. Ultrasonographic examination, if required. 

All the patients of Group A (Ax, Aa and Aa) and Group B <Bx, 

Ba and B 3 ) of this study were subjected to the following 

laboratory investigations at the time of admission. 

1. BLOOD for haemoglobin percentage, ABO-Rh; bleeding and 
clotting time if intra-uterine death is diagnosed. 

2. URINE examination included the examination for albumin, sugar, 
microscopic examination and test for diagnosis of pregnancy; 
i f needed . 

3. Ultrasonographic examination in certain specific cases. 

TREATMENT REGIMEN 

1. All the patients were admitted to the hospital prior to 
treatment. Baseline clinical data and laboratory data, as well 
as administrative procedures were completed before treatment 


was started . 
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2. 150 ml of ethacridine lactate was instilled extra-aminotically 
through Foley's catheter no. 14 in all 120 patients. Tlio 
catheter balloon was inflated with 10 cc of distiled water and 
hitched against the internal os of cervix. 

3. In group A, 1 ml of (250 mg) inj. carboprost diluted in 10 cc 
of distiled water was instilled 6 hours after through the same 
catheter after clamping its distal end. While in rest 60 
patients, I/V syntocinon-augmentation was done (Group B 
Control ) . 

4. Two tablets of Lomotil (Diphenoxylate hydrochloride 2,5 rag and 
atropine sulphate 0.025 mg, Searle) and 1 tablet of Steraetil 
(prochlorperazine 5 mg. May and Becker) was given; if vomiting 
occurred with extra-aminotic carboprost. 

METHODS 
GRODP A 

Ethacridine lactate is supplied in the form of 100 ml 0.1 % 
solution (2 X 100 ml) with brand name Icocredil made awa i lable by 
IVES Drugs (India) Pvt. Ltd. while CARBOPROST TRC^ETHAMINE 
(PGEaa.) is supplied in the form of Inj. PROSTODIN made available 
by ASTRA-IDL LTD., Bang lore. Each ml. contains carboprost 
troraethamine equivalent to 250 me*! of carboprost. l‘io*4tf>din is 


presented in a package of 2 x 1 ml ampoules costing Rs. 107.18. 
The solution is sterile and is refrigerated at 2-4 *C. 

GROUP B 

INTRAVENOUS OXYTOCIN 

In the control group (Group B); Intravenous oxytocin was 
used 6 hours after ethacridine instillation in the form of 
oxytocin-drip starting with 0.5 unit syntocinon in 500 ml of 5% 
Dextrose at drip rate of lU drops per minute to be increased to 
30 units according to uterine contractions. 

PARAMETERS TO BE ASSESSED 

Monitoring of patient was done for pulse, blood pressure, 
temperature, any . evidence of nausea, vomiting, diarrhoea, 
flushing, onset of contractions, induction-abortion interval, 
post -abortal blood loss. Completion of abortion was noted during 
the process of expulsion. 

CRITERIA FOR SUCCESSFUL ABORTION 

1. Induction-abortion •interval not more than 72 hours. 

2. Abortion without use of any additional method. 

3. Not jeopardizing the reproductive capability of uterus. 
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OBSERVTVTX.OlSrJ^ 

In the present study, 120 cases admitted to the Department 
of Obstetrics and Gynaecology, M.L.B. Medical College, Jhansi , 
during the year 1993-94 were studied. Out of 120, 60 cases were 
placed in Group A and 60 cases in Group B. 

AGK 

Patients of all age groups were included in this study. The 
youngest patient was of 14 years and the oldest was of 42 years 
of age. Table I shows the age distribution of the 120 cases for 
the study. 


TABLE I ; SHOWING THE AGE DISTRIBUTION IN YEARS OF 120 PATIENTS 


Age in years 

No* of Cases 

Percentage 


10 - 15 

01 

0.83% 


16 - 25 

67 

55.80% 


26 - 35 

46 

38.30% 


36 - 45 

6 

5.00% 



Table I shows that the maxirouRi number of cases 67 (55.8%) 
were in age group 16-25 years and only 1 (0.83%) was in the age 
group 10-15 years. 

GRAVIDITY DISTRIBUTION 

In our study most of the patients were primigravida . Table 
II shows the gravidity distribution. 




Age (in years) 
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TABLE TI : SHOWING THE GRAVIDITY DISTRIBOTION 


Gravida 

Number of Cases 

Percentage 

Gravida 1st 

35 

29.1% 

Gravida Ilnd 

11 

9.1% 

Gravida Illrd 

29 

24.2% 

Gravida IVth 

26 

21.6% 

Gravida Vth & more 

19 

15.8% 


Table II indicates that about 29.1% of the cases were in the 
primigravida group while 24.2% were third gravidas. Highest 
gravida in the series was 9th gravida. 

MARITAL STATUS 

Most of the patients were primigravida (unmarried) with 
illegitimate pregnancy. 

The various indications for which pregnancy was terminated 
were : 

(i) Illegitimate Pregnancy 

(ii) As a birth spacing measure 

(iii) After sex determination 

(iv) Along with tubectomy. 

PERIOD OF GESTATION 

Gestation varied from 13~20 weeks in both the groups. 
Maximum numb«»r of cases were seen during 18~20 weeks of gestation 
while roinimuia in 13-14 weeks. 
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TABLE III : SHOWING DISTRIBDTION OP CASES ACCORDING TO PERIOD OP 
GESTATION IN WEEKS 


Duration of Gestation 
( i n weeks ) 

Number of Cases 

Percentage 

13-14 weeks 

11 

9.1% 

15-17 weeks 

37 

30.9% 

18-20 weeks 

72 

60.0% 


DISTRIBUTION OF CASES 

TABLE IV ; SHOWING DISTRIBUTION OF CASES ACCORDING TO SOCIO 
ECONOMIC STATUS (ICMR) 


Socio-economic Status 

Number of Cases 

Percentage 

High 

4 

3.4% 

Middle 

39 

32.5% 

Low 

77 

64.1% 


It was found that out of a total of 120 patients, 4 <3.4%) 
belonged to high socio-economic status, 39 <32.5%) to middle 
socio-economic status while 77 (64.1%) cases were of low socio- 
economic status i.e. mid-trimester abortions are relatively 
common in low socio-economic status due to illiteracy, poverty 
and unawareness. 

INSTILLATION-ABORTION INTERVAL 

Patients were divided into two groups and the mean 
instillation-abortion interval compared. 




TABLE V : SHOWING INSTILLATION-ABORTION INTERVAL 


Group 24 48 72 >72 Mean instillation-abortion 

hrs. hrs. hrs. hrs. interval 

Range Mean 


Group 

A 

47 

12 

1 


11 

hrs . 

20 

rain* 

18 

hrs. 20 min. 








to 










49 

hrs . 

10 

rain . 



Group 

B 

19 

33 

6 

2 

14 

hrs. 

to 


32 

hrs. 10 min. 







72 

hrs. 

40 

rain* 




Table V shows that in Group A 47 (78.3%) aborted within 24 
hours; 12 (20%) within next 24 hours and 1 (1.66%) within 48 to 
72 hours. No patient took more than 72 hours to abort. 

In Group. B, 19 (31.5%) patients aborted within 24 hours; 33 
(55%) within "24 to 48 hours and 6 (10%) within 48 to 72 hours. 2 
patients took more than 72 hours to abort. 

TABLE VA : INSTILLATION-ABORTION INTERVAL IN RELATION TO DORATICH* 
OF PREGNANCY 


Instillation-abortion Interval 

Duration of No. of — 

Pregnancy Cases Group A Group B 


13 

- 14 

11 

28 

hrs. 

10 


34 

hrs. 

00 

min'#' 

15 

- 17 

37 

22 

hrs. 

30 

rain. 

30 

hrs. 

10 

min,*' 

18 

0 

1 

72 

16 

hrs. 

00 

min. 

24 

hrs. 

40 

min.,' 


Table VA shows that instillation-abortion interval was 
shorter in pregnancy between 18— 20 weeks as compared to pregnancy 
of 13-14 weeks. 



38 


TABLE VB : INSTILLATION-ABORTION INTERVAL IN RELATION TO PARITY 


Parity 

Number of 

Cases 


Instil lation-abortion 

Interval 



Group A 

Grtjup B 

Null iparous 
Pa rous 

34 

86 

20 

18 

hrs. 
hrs . 

10 min. 26 

20 min. 32 

hrs. 00 min. 
hrs. 40 min. 


MEAN INDDCTION TIME 

Average interval was 18 hours 20 minutes in Group A 
<Erocredil + Carboprost) while it was 32 hours 10 minutes in Group 
B <Erocredil + I/V Oxytocin). 

SDCCESS RATE 


By "Successful" is meant those cases in which abortion w<m 
achieved within 72 hours. Table VI shows the success rate. 

TABLE VI : SBC»fING SDCCESS RATE 


Group 

Number of Cases 

Successful abortion 
Number of Cases 

Success Rate 
Percentage 

Group A 

60 

60 

100.00% 

Group B 

60 

58 

96.60% 

Table 

VT shows that 

in our study 100% 

patients aborted 

within 72 

hours in Group A 

while 96.6% patients 

aborted in Group 


B within 72 hours. 



Mean induction Time 


Time 
(in hrs.) 


Emcrecfil + Caffboprcwrt CnrKiredil + i/V Oxytocin 



COMPLETENESS OF ABORTION 


54 (90%) patients aborted completely when I/V oxytocin was 
augmented with emcredil instillation in contrast to 52(83.3%) 
patients in emcredil + carboprost group. 


TABLE VII : SHOWING COMPLETENESS OF ABORTION 


Group 

Number of Cases 

Complete 

Incomplete 

Group A 

60 

52 

8 

Group B 

60 

54 

6 

FAILURE OF 

PROCEDURE 



There 

was not a single case 

of failure 

when carboprost was 

added to emcredil. Table VIII shows the failure rate. 

TABLE VIII 

: SEK»niR3 FAILURE RATE 



Group 

Number of Cases 

Failure 

Failure Rate 

Group A 60 


- 

Group B 60 

2 

3.3% 


As shown in Table VIII, failure rate was 0% in group A and 
3.3% in group B. Failure was considered when abortion did not 
occur within 72 hours of instillation in whole trial. 

Hysterotomy was done for both the failure cases in Group B. 





COMPLICATIONS 


TABLE IX : SHOWING THE COMPLICATIONS 


Side effects 

Group A 

Group B 


No . of 

Cases 

Percentage 

No. of 

Cases 

Percentage 

MINOR 

Nausea, Vomiting 

3 

5.0% 

1 

1.6% 

Diarrhoea 

1 

1.6% 

- 

- 

Headache, giddiness 


- 

2 

3.3% 

MAJOR 

Hyper tonus 

- 


2 

3.3% 

Incordinate uterine 

action 



1 

1.6% 

Postpartum Haemorrhage 

- 

- 

- 

- 

Rupture Uterus 

1 

1.6% 



Gastro- intestinal 

symptoms 

were most 

common side 

effect with 


«>mcredil carboprost combination which was experienced in 4 
patients as compared to 1 patient in syntocinon group. 

Nausea and vomiting were controlled with Inj. Stemetil and 
diarrhoea reported in 1 patient was controlled with Tab. Lomotil. 
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No case of uterine hypertonus and incordinate action was 
reported in Group A a« compared to 2 cases in Group B. Silent 
uterine rupture was noted during 1 ubectomy in 1 case in Group A 
in which additional I/V Syntocinon was used due to patient's 
incompliance. 2 patients in Group B needed hysterotomy for 


termination. 







Dx scossxoivr 


If the single roost important criteria for selecting a 
technique for second trimester MTP is its safety, Ethacridine 
scores above all the other methods. Its other advantages are - 
ease of procedure, single time procedure, low cost, no medical 
contra-indications and antiseptic properties. But the major 
disadvantages are prolonged induction - abortion interval and 
failure rate. In order to overcome these disadvantages, a 
combination of ethacridine with prostaglandins was proposed. This 
is with the idea ofv synergism of the latter with endogenous 
prostaglandins relea8<^ by ethacridine. 

Prostaglandins, because of their potent uterotonic action at 
all tiroes of gestation, have been extensively used both to induce 
first and second trimester abortions as lire 11 as for induction of 
labour . The extra amniotic route of prostaglandins has x^pecial 
advantage over intra-muscular route in reducing the systemic side 
effects e.g. vomiting, diarrhoea and also avoiding serious 
complications of- cervicovaginal injuries. The freedom from 
cervical injuries may be due to cervical ripening by endogenous 
prostaglandin released from decidua and raetreuryroeter like effect 
of the Foley 's-bal loon. The single ex tra-amniotic doK<; of 
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carboprost reduces its systemic side effects; the cost and 
inconvenience to the patients. 

In the present study the PO analogue used was 15-methyl F:>,. 
which is stable and does not produce pyrexia, rarely causes 

chilling and has a higher success rate. 

In this study, a total number of 120 cases of mid trimester 
pregnancies were taken for abortion. In 60 cases, abortion was 
performed by extra-amniotic instillation of emcredil along with 
single injection of carboprost while in rest of the ca 
augmentation was done with 1/V infusion of syntocion drip 6 hours 
after emcredil instillation. All the cases were taken from the 
out patient department of Obst. and Gynae., MLB Medical College, 


Jhansi. 

Ma,inu» number of oanen i.a. 67 (55.8%l were observed in a,e 
group of 16-23 years (Table I. followed by 46 (38.3%. in age 
group of 26-35 yeara. Only one (0.83%) wan in the group of 10-15 
years of age, while 6 (5.0%. were found to be in the age group of 
36-45 years; the oldest patient being 42 years of age. These 
findings resemble with those reported in the literature (Nabrlski 

, 4 . 1 nqfl7) observed that 58.24% patients 

et al., 1977} Bhosale et al. (1987) observe 

belonged to age group of 16-20 years. 


'ff.: 
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Out of 120 cases studied, there were 35 (29.1%) priroi- 
gravida and 29 (24.2%) third gravida (Tabic III). Wli< n compared 
with the studies by Kama et al . (1980) it was found that majority 
of patients who came for mid-trimester abortions in his study 
were third gravidas (32.6%). 

A higher incidence of primi-gravidas in our study had 
illegitimate pregnancy. These observations could be due to 
poverty and illiteracy and lack of awareness in this region. The 
induction abortion interval was found to be less in multiparous 
women in Group A as compared to Group B (Table VB>. Multiparous 
women had a lower incidence of incomplete abortions. 

The reduced induction abortion interval observed in our 
study in Group A can be explained by hypothesizing that 
ethacridine lactate has a cervical priming effect. This effect is 
probably due to release of endogenous prostaglandins from the 
decidua which ethacridine induces. This primary action is best 
observed 6 houre after ethacridine instillation and permits 
optimal synergism between the cervical ripening effeGt of 
ethacridine lactate and the uterine contractility induced by the 
prostaglandin analogue. This ensures a decreased induction 
abortion interval and a decreased risk of uterine hypertonous in 
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second trimester abortions. Studies by Kher R.A., Ingle M.K. et 
al. have also revealed similar type of results. 

In the present series, maximum number of cases {72 (60.0%)] 
were seen during 18-20 weeks of gestation while minimum number 
111 {9.1%) 3 were seen during 13-14 weeks of gestation. This is 
mainly due to unawareness in prirai-gravidas and lack of decision 
making in multi -gravidas {Table III). It was also found that out 
of a total of 120 patients, 77 patients <64.1%) belonged to low 
socio-economic status while 39 <32.5%) were in middle socio- 

economic groups {Table IV) indicating the fact that increased 
mid-tri abortions in low socio economic status were mainly due to 
illiteracy. These findings were similar to the results obtained 
by other researchers <N. Wilquist, 1986) who reported that about 
68*4% patients in his study belonged to low socio-econ<®iic 
status. 

Extra— amniotic instillation of emeredil with carboprost has 
significantly shortened the induction abortion interval in the 
present series. Majority of patients E47 (78.3%) 1 aborted within 
24 hours in group A while 19 <31.5%) patients aborted within 24 
hours in group B (Table V). Overall success rate was 100% in 
group A as compared to 96,6% in group B (Table VI). 
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Cases were considered successful when abortions were 
achieved within 72 hours. Average induction-abortion interval wa« 
18 hrs 20 min. with the use of ethacridine-carboprost combination 
while it was 32 hrs 10 min. with ethacridine-syntocinon 


combination (Table V). There was statistically significant 
difference in the mean induction abortion interval. <p < .01) 

These results are compared with those obtained by other 
workers. A study by Kher A.R. and Daftary N. showed a success 
rate of 93,2% in ethacridine-carboprost group with average 



induction abortion interval of 18 hrs 30 min. 

In our study quite encouraging results were achieved. Only 2 
patient failed to abort within 72 hours jn group 8 where 




hysterotomy was performed. There was not a single case of failure 
when carboprost was used in combination with ethacridine. 

No serious complications were encountered in both the groups 
except in one case of group Ar where after abortion silent, 
uterine rupture with broad ligament haematoma was discovered 
during tubectoroy. This was mainly due to patients incompliance 
whereby intravenous sympocinori was used along with this method 
which accelerated the effect of carboprost resulting in silent 
rupture. 
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Gastro-inhestinal symptoms were observed in 4 cases in group 
A which were treated accordingly (Table IX). 

Pyrexia was not much of the observed problem. There was only 
slight rise of temperature upto 38 ‘C which settled on its own 
within 6-8 hours without any therapy. Total incidence was 5.1% 
and it was almost same in both the groups. Similar results have 
been reported by other workers (J.N. Martuni and M. Bygdeman, 
1989), who observed incidence of pyrexia to be 7.4% with 
erocredil-carboprost combination. 

Incidence of incomplete abortion was 13.3% in group A while 
it was only 10% in group B. Digital removal of retained placental 
pieces was done in most of the cases but in a few cases, surgical 
evacuation under I/V syntocinon infusion was needed. A study by 
Kher, A.R. had shown an incidence of incomplete abortion as 
16.8%. 

No case of cervical or perineal tear was observed in the 
present study. Karim and Sharma had reported a single case of 
cervical tear in their study in 1988 which was stitched and later 
patient made an ineventful recovery. 
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The patient's acceptance of this procedure was excellent; 
the side effects were less with extra-amniotic route and they 
were outweighed by the rapid abortion time, mild contractions and 
ease of administration. The low cost and ininimuro inconvenience 
makes this a promising procedure for second-trimester abortions. 




StlMMSAJRY Aisn:) CXMSr0T^05=?TC:«SI<^ 


The induction ot early second trimester aliortion by the 
6xt ra~ainniot i c instillation of a single dose of prostaglandin 
PGFaot with a solution of 0.1% ethacridine, an acridine derivative 
with antiseptic properties, seems to be a simple, efficacious and 
harmless procedure. This modification of the extra-amniotic 
abortion method combines these immediate uterotonic e^ffect of 
prostaglandin with the delayed oxytocic response to Ethacridine. 

Ethacridine lactate administered extra-aroniotically in 
combination with PGFaai acta in following ways to produce 
abortion: 

(a) Causes mechanical stripping of the entire sac from the 
uterine wall. 

(b) Ethacridine causes a stimulation of increased PGFaa. release 
from the decidua. 

(c) The catheter left in situ aids in mechanical stimulation of 
the uterus. 

(dl Prostaglandins acts indirectly through the release of 
oxytocin and appear to induce abortion primarily through 
uterine contractions. 


(e> The combination of PGF:.. with Ethaoridine otfeota an 
iinmediat.f^ increas€? in uterine contractil ity . 

The j»resent study was c’onducted with a view to shorten the 
instillation abortion interval and to assess the success rate and 
completeness of abortion. 

Our observations have been discussed under the light of 
modern literature. 

This study included 120 cases aged between 14 to 45 years 
and from primi-gravida to ninth gravida. Most of the patients 
were priroi—gravida and usually with illegitimate pregnancy. All 
the patients were divided into two groups. 

Group A : 60 patients where the method used for mid- 
trimester abortion was a combination of ethacridine and 
carboprost (IK3Fa«). 

Group B : 60 cases where the method used was ethacridine 
plus I/V syntocinon augmentations which served as control. 

Instillation abortion interval was <18 hrs 20 min.) less in 
group A than in group B (32 hrs 10 rain. ). Most of the patients in 
group A aborted within 48 hours. 


By addition of Inj. carboprost to eincredil; 100% patients 
aborted within 72 hours while the success rate was 96.6% with 
eincredil-syntocinon. 

No major complication was observed in group A except for 
some minor complications like gastro-intestinal symptoms which 
was experienced in 4 patients. No case of uterine hypertonus and 
incordinate action was reported in group A as compared to 2 cases 
in group B. Silent uterine rupture with broad- ligament haeinatoma 
was noticed in 1 case in group A during tubectomy. 

The following conclusions were drawn ; 

(1) The technique is simple, cheap, safe and physiologically 
effective. No cervical dilatation was required even in 
unstarried patients, there was no difficulty in passing the 
catheters. 

(2) There is no danger of bladder or intestinal injury. 

(3) 0.1% solution has wide range of safety. Its potent and 
widespread bactericidal properties minimise the danger of 
pervaginal infection after extra-ovular injection. Infection 
was not seen in any of the case. 

(4) The extra-amniotic route of prostaglandins has special 
advantage over i nt ra-rouscu la r route in reducing the systemic 
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side-effects e.g. vomiting, diarrhoea and alac avoiding 
serious complications of cervico-vaginal injuries. The freedcm 
from cervical injuries is due to cervical ripening by 
ethacridine. 



e extra-amniotic dose 


inconvenience to 


From this study wc can therefore conclude that combination 


of extra-amniotic instillation of 150 cc of ethacridine lactate 


followed six hours later by single extra-amniotic instillation of 


250 yg of 15(S), 15-raethyl PGF 


diluted to 10 ml with distilled 


water, can be considered as a method of choice for second 


trimester abortion 


This modification of the extra-amniotic method has other 


inadvertent intravascular 


of infection is 


wo conclude that this 


method is sufficiently promising for early second trimester 


abortions. 




BIBarjlCX3aE^AP»Eiy 


1. Acta Obstetrica ot Gynaecologica. Scand Suppl . 145, 1988 : 

Experience of the use of 15 (S) 15 methyl PGF:,^ for 
termination of pregnancy in India. 

2. Bailey C. D.H. et al. (1975) ; Obstet Gynaecol 45: 110. 

3. Bolognese, R.J. and S.L. Corson : Interruption of pregnancy by 

prostaglanin 15 methyl Fao^. Fertil Steril 26: 695, 
1975. 

4. Briel R.C., Kinz S«, Kidess B., Dieter B. : Studies in 

platelet function during application of PGFa. in 
missed abortion. 

5. Bundy G., Licolin F., Nelson N. et al . (1971) : Novel 

prostaglanin synthesis. Ann. N.Y. Acad. Sci. 180, 
76-90. 

6. Bygderoan et al. : Comparison of extra-amniotic prostaglanin 

Baa and hypertonic saline for induction of second 
trimester abortion. Br. Med. J. 1: 1373, 1976. 

7. Bygdeman M., F. Beguin, M. Toppozada, N. Wiguist and S. 

Bergstrom ; Intra-uterine administration of 15(S)- 
35 methyl PGFa« for induction of abortion. 


Lancet I, 1366, 1972 


II 


8. Bygdeman M., J.N. Martini, N. Wiquist, K. Green and S, 

Bergstrom : Reassessment of systemic 

administration of prostaglanins for induction of 
mid-trimester Prostaglandins 8: 157, 1974. 

9. Christensen N.J., Bygdeman M. : The use of prostaglandin for 

termination of mid-trimester pregnancy. Acta 
Obstet Gynaecol Scand Suppl. 1983: 113, 153. 

10. Csapo A.J., Pulkkinen M.O. : The mechanism of prostaglandin 

Action on Human Uterus. Prostaglandins, 1979; 17, 
283. 

11. Csapo A. I., Ruttner B., Weist W.G. : Second-trimester 

abortion induced by a single extra-ovular 
injection of PGFac- 

12. De Kaning Gams H.J. et al . (1976) ; Advances in 

prostaglandins Research, New York Raven Press, 2, 
970. 

13. Ebrey M.P., Calder A. A. and Hillier K. (1974) : Extra- 

amniotic prostaglandins. J. Obstet. Gynaecolo. Br, 

Commonw 81, 47-51. 


Ill 


14. Ed. M. Bygdeman, Berger G.S. and Keith L.G. : Prostaglandins 

and their inhibitors in chemical obstetrics and 
gynaecology-MTP Press, Lancaster, 1986. 

15. Ed. vS.M.M. Kerim : Obstetric and gynaecological use of 

Prostaglandins - MTP Press, Lancester, 1986. 

16. Friedman E.A., Sachtleban M.B., Green W : Abortif icient 

effect of PGFan, analogue in early mid-triraester 
pregnancy. Adv. Planned Parenthood 1976; 11:78. 

17. Fylling P., Refsdal A. : Rivanol -induced raid-trimester 

abortion. Arch Gynakol 215: 359, 1973. 

18. Granstrora E., Hansson G. : Effect of chemical modifications 

on the metabolic transformation of Prostaglandins. 
In Advances in Prostaglandins and Thromboxane 
Research (Ed. B. Samuelson, R. Palcotti) Vol . I, 
p. 215, Raven Press, 1976. 

19. Green K., Bygdeman M. (19771 : Plasma levels of 15(S) 15 

methyl PGF 30 . following administration vi.\ various 
routes for induction of abortion. Prostaglandins 
14, 1013. 


20. Gariities D.A. and Schulz, K.F. (1985) : The comparative safety 

of second trimester abortion nsethods. Ciba Found 
Symp. 115, 8.3-101. 

21. Grunberger W. , Husslein P. : Pericervical an<i intramuscular 

Prostaglandins medication : an improved approach 
for termination of pregnancy in the second 
trimester. Sing J. Obstet. Gynaecol. 14: 65, 1983. 

22. Gustavii B. : Kivanol-induced alterations of cultured cells: 

Contraception I : 89, 1977. 

23. Indian Council of Medical Research : Collaborative study on 

short term sequelae of induced abortion, ICMR, 

1981. 

24. Ingemanson C.A. : Legal abortion by extra-amniotic 

instillation of Rivanol in combination with rubber 
cahteter insertion into the uterus after the 
twelfth week of pregnancy. Am, J. Obstet. 
Gynaecol. 115: 211, 1973. 

25. Ingernasoon, C.A. : Pregancy termination - Procedures, safety 

and new development. Ed, Zatuchini G. , Harper and 
Raw Pub. Chpater 35, 282-286, 1976. 


V 


26. John Owen, John C. Hauth, Carey L., Winkler, and Samuel E. 

Cray : Mid trimester pregnancy termination. Am. J. 
Obst. and Gynaecol., 0c1 . 1992, Vol . 167, No, 4, 


pg. 1112-1116. 


27. 


28. 

29. 

30. 

31. 

32. 

33. 


Kajanoja P., G. Jungner, M. Seppala, O. Karjalaimen and 0. 

Widhdm : Prostaglandin induction of mid-trimester 
abortion ; Acta Obstet. Gynaecol. Scand . Suppl . 
37 :51, 1975. 

Kajanoja, P. : Induction of abortion by prostaglandin in 
second trimester of pregnancy. Acta. Obstet. 
Gynaecol. Scand. Suppl. 113:145, 1983. 

Karim, S.M.M. : Advances in prostaglandin Research. 

Karim, S.M.M. : Clinical application of prostaglandins in 
Obstetrics and Gynaecology. 

Karim, S.M.M.; NgSo, Ratnam, S..S. = Termination oE abnormal 

intra-uterine pregnancy with prostaglandins. 

Karim, S.M.M. abd S.D. Sharma : Termination of second- 
trimester pregnancy with 15 methyl analogues of 
prost-ag l3nd in Ea and 

Karim, S.M.M. and S.s. Ratnam -. Mid-trimeater termination, 
Br. Med. J. 4 : 161, 1974. 


VI 


34. Keirse, M.J.N.C. : Tf'rnination of second trimester pregnancy. 

Leiden University Press, The Hague, pp. 138-154, 
1982. 

35. Kinra, G.; Agarwal, N.; Hingorani, H. : Use of prostaglandins 

for induction of second trimester abortion in high 
risk pregnancy. Contraception, 16 ; 243, 1977. 

36. Kirton, K.T. and Forbes, A.P. : Action of 15<S) 15 methyl Fao. 

as stimulant of uterine contractility. 
Prostaglandins, 1 : 319, 1972. 

37. Krishna, U.; Ganguli, A.C.; Mandlekar, A.V. and Purandare, 

V.N. : Administration of PG by various routes for 
induction of abortion-merits and demerits. 
Prostaglandins, 15: 685, 1978, 

38. Kher, R. and Daftary, N.S. : J. Obstet. & Gynaecol., Vol . 42, 

No. 5, 1992, India. 

39. Lange, A.P. and Sechner, N.J. : Midtriroester and missed 

abortion treated with intramuscular PGFa*.. 


Prostaglandins, 14 : 502, 1977. 


VTT 


40. Lange, A.P.; N.J. Sechner and G. Thomson Pederson : Induction 

of therapeutic abortion using extra-araniot ic PGFao. 
followed by oxytocin. Prostaglandins 6 : 149, 

1974. 

41. Lauersen, N.L. : Acta Obstet. Gynaecol. Scand . 1979, Suppl . 

81 . 

42. Luengo, J.; Keirse, M. and Bennebroek Gravenhorst J. : Extra- 

amniotic PGFae. for intra-uter ine death and fetal 
abnormality. Eur. J. Obstet., Gynaecol., Keprod., 
Biol. 7 : 325, 1977. 

43. Lundstrora, V, : The uterus In : Bygdeman M. Berger, G.S., 

Keith, G. eds. Prostaglandins and their inhibitors 
in Clinical Obstetrics and Gynaecology. Lancaster 
: MTP Press, 59, 1986. 

44. Mackenzie, 1.7,. and M.P. Erabrey : Extra-amniotic 15(s) 15 

methyl PGFao. to induce abortion. Prostaglandins 12 
: 443, 1976. 

45. Martin, J.N.; Bygdeman M., Leader, A. and Wiquist, N. ; 

Second trimester abortion by the extra-amniotic 
instillation of Kivanol solution and single PGFa« 
dose. Contraception, 11 523, 1975. 


VTIT 


46. Nabriski, 


47. Osier, M 


48. Purandare 


49. Raote, V. 


50. Ratnaro, 


.A.; Kalmanovitch, K.; Lebel, R. and Rodmano 
;xtra-ovular transcervical injection of Rivanol 
:or interruption of pregnancy. Am. J- Obstet. 
Gynaecol. 110 : 4, 1971. 

; Lange. I-; Pederson, G.T. and 

westergard, J.G. : 15(s)-15 methyl PGF„, used for 

induction of delivery in case of intra-uterine 
fetal death. Acta. Obstet. Gynaecol. Sound. 64 : 

131, 1985. 

V.N.; Hatre. V.; Krishna, O.R.; Gogate, S.G.; 

Gupta, K.C.; Sheth, D.K. and Khatu, A. : The place 

J- Trarvi-atfa f o T mid-trimester MTP. J* 
of ethacridine lactate ror 

Post Grad. Med. 22 : 77, 1977. 

5.; Ananthakrishnan, R.; Ganguli, A.C. and Krishna, 
D.R. = Augmentary effect of prostaglandins on 
ethacridine lactate. J. Post Grad. Med. 25 ■ 30, 

1979. 

s.s. and Prasad, R.N.V. f Prostaglandins and their 
inhibitors in clinical obstetrics and gynaecology. 
„TP Press. Lancaster, 253-270, 1986. 


TX 

51. Rath, W. ; Ulbrich, R. and Kulin, W. : Cervical ripening and 

induction of labour in therapeutic abortions in 
middle and later second trimester by intracervica 1 
and extra-amniotic prostaglandins gel. 

application. Wien, Klin. Wschr, 97 : 486, 1985. 

52. Robins, J. and L.T. Mann : Mid-trimester pregnancy 

termination by extra-amniotic use of 15-raethyl 
analogue of prostaglandin Fao.* Fertil Stertil. 
27 : 104, 1976. 

53. Rizk, M.A.; Salloro, A.N.; Nayel, S.A.; El-Damarawy, H. and 

Toppozada M.K. ; Therapeutic abortion with 
Prostaglandins. 1978. 

54. Samuelson, B. ; Grandstrom, E.; Green, K. and Haraberg, M. : 

Metabolism of prostaglandins. Ann. NY Acad. Sci. 
180 : 138, 1971. 

55. Scher, J.; Jeng, D.Y.; Moshirpur, J. and Kerenyi, T.D. : 

Comparison between vaginal PGEa suppositories and 
extra-amniotic PGF 30 .. Am, J. Obstet. Gynaecol. 
137, 769-772, 1980. 

56. Sepeika, N. : The action of acriflavine on the uterus. Q.J. 


Pharmacol. 7 : 44, 1934. 


X 


57. Stephens, D.J. et al. : Obstet . ft Gynaecological uses of 

prostaqlandins . Editor. S.M.M. Karim, p. 252. 

58. Takagi, S.; Yash!ida, T; Togo, Y; Tochigi, H.; Abe, M. ; 

Sakata,? H.; Kugili, T.K.; Takahashi, H. and 

j 

Tichigi’, B. : Prostaglandins, 12 : 565, 1976. 

i 

59. Tejuja, S.; Chaudhary, S.D. and Manchanda, P.K. : Use of 

extra-amniotic prostaglandins for the termination 
of pregnancies : Report of raulticentric trial in 
India. Contraception 18 : 641-652, 1978. 

60. Toppozanda, M. ; By^gdeman, M. ; Papageorgiou, C. and Winquist, 

N. : Administration of 15-methyl PGF-^,* as a pre- 
operative means of cervical dilatation. 
Prostaglandins, 4 : 371-381, 1973. 

61. Wilquist, N. : Lancet 2, 716, 1970. 

62. World Health Organisation : Prostaglandins and abortion IIT- 

Comparison of single extra-amniotic injection of 
15-methyl PGFao, and prostaglandin Fa,* for 
termination of second trimester pregnancy. An 
international multicentre study. Am. .T . Obstet. Tv 
Gynaecol. 129 : 601, 1977. 


XT 


63. Yankee, E.W. ; Buuy, G.T,. : 3 5-meLhyl prost.aglandina . ,J . Am. 

Chem. Soc. 94, 3651-3654, 1972. 

64. Ylikorkala, O. and P.A. Jarvinen : Induction of abortion with 

intra and extra-amniotic 1 5 { a ) -] 5-methy 1 PGFao.* 


Prostaglandins 10 : 423, 1975. 



MASTER CHART - I 
EMCREDIL + CARBOPRORT 


Case Name 

No. 

Age 

(Yrs. 

Parity 

) 

R.E. 

Sta! 

Mo r i ta 1 Dura t ion I . A. 

s Status of Gestation Interval 
(WefBks) Hr. Min 

C/I 

3 . 

Kapori. 

22 


IXM 

M 

18-20 

17 

20 

c 

2 . 

Meen <3 

18 

G^PoAo 

Tow 

0 

18-20 

14 

10 

c 

3. 

Kastori 

36 

GsPaAo 

Low 

M 

16 

46 

20 

I 

4. 

Swarna 

20 

GsPjlAq 

Mid 

M 

14 

24 

10 

c 

5. 

Premvati 

23 

G3P2A0 

Mid 

M 

16 

22 

20 

c 

6 . 

Reetu 

26 

G 3 P 2 A 0 

Tjcm 

M 

18 

18 

00 

c 

7. 

Ncx)r jahan 

30 

GsPaAx 

Low 

M 

18 

20 

10 

c 

8 . 

Phoolwati 

32 

GsP^Aq 

Low 

M 

16 

28 

10 

c 

9. 

GiKJdoo 

14 

GxPoAo 

Low 

U 

18 

22 

20 

c 

10 . 

Sundari 

22 

G^P^Ao 

Mid 

M 

14 

32 

10 

r 

11 . 

Ladkawar 

34 

G^^PxAo 

Low 

M 

16 

34 

00 

c 

12 . 

Alka 

35 

G3P2A0 

High 

M 

18 

16 

40 

c 

13. 

Suriya 

30 

G3P:^Ao 

Low 

M 

18 

24 

30 

c 

14. 

Radha 

30 

G^P^Art 

Low 

M 

16 

19 

00 

c 

15. 

Murt-i 

18 

OiPoAo 

Low 

U 

16 

49 

10 

I 

16. 

Laxmi 

22 

GaPxAo 

Low 

M 

18 

40 

20 

c 

17. 

Anisha 

34 

GxPoAo 

Mid 

M 

20 

19 

30 

c 

18. 

Betibai 

40 

GsPsAo 

Low 

M 

18-20 

38 

20 

c* 

19. 

Angoori 

38 

G 44 p 3 Ao 

Low 

M 

20 

22 

10 

c 

20 . 

Dsha 

26 

G3P3AX 

Low 

M 

20 

25 

00 

[ 

21. 

Maya 

35 

G3P3A0 

Low 

M 

18 

20 

40 

c 

22. 

Sunita 

35 

GaPxAo 

Mid 

M 

16 

18 

30 

t 

23. 

Pushpa 

36 

G3P2A0 

Mid 

M 

14 

22 

00 

c 

24. 

Laxmi 

24 

G3PxAx 

Low 

M 

14 

29 

10 

c 

25. 

Meera 

23 

G^fjPsAo 

Low 

M 

16 

14 

30 

c 

26. 

Rainmoorti 

21 

G^PxAo 

Low 

M 

18 

11 

20 

c 

27. 

Savitri 

22 

GaP^Ac 

Low 

M 

18 

16 

20 

c 

28. 

Pista 

34 

GshPqAq 

Low 

M 

20 

18 

50 

c 

29. 

Laxmi 

35 

GjsP-aAq 

low 

M 

20 

20 

10 

I 

30. 

Unarjahan 

19 

GxPqAo 

Mid 

D 

18 

13 

40 

c 


Contd. . . 


31. 

vSukh(3<^vi 

24 

G3P0A0 

Ixjw 

M 

18 

18 

10 

c 

32. 

Mijnni 

42 

GePaAx 

Low 

M 

16 

26 

00 

C 

33. 

ferkunv-iri 

25 

G3P4A0 

Mid 

M 

18 

22 

20 

c 

34 . 

Karol esh 

22 

G^P^Ai 

Mid 

M 

18 

14 

10 

c 

33. 

Ani Li 

18 

GiP^Ao 

Tow 

13 

20 

28 

40 

c 

3 G. 

Muiotaz 

20 

GxPqAo 

Mid 

0 

20 

19 

20 

c 

37. 

Suni 

22 

G2P0A0 

Titjw 

M 

18 

20 

10 

c 

33. 

An Li.a 

22 

GxPa-Ao 

Mid 

13 

14 

16 

20 

I 

39. 

Mandevi 

25 

G3P0A0 

Mid 

M 

16 

17 

00 

c 

40. 

Dmila 

26 

GsPa^Ax 

TjOW 

M 

18 

16 

20 

c 

41. 

Piishpa 

28 

G^PsAo 

Mid 

M 

18 

29 

40 

T 

42. 

Kusum 

29 

G 5 P 3 A 2 

Mid 

M 

20 

22 

10 

C 

43. 

Savitri 

31 

G^P^Ao 

Low 

M 

20 

14 

30 

c 

44. 

Rani 

19 

GxPeAo 

Low 

U 

16 

20 

10 

c 

45. 

Abhi lasVia 

21 

G 2 P qAo 

High 

M 

18 

24 

20 

c 

46. 

Ikia 

21 

GsPxAo 

Mid 

M 

18 

19 

40 

c 

47. 

Kamla 

22 

GxPxAo 

Low 

D 

16 

26 

10 

c 

48. 

Kavita 

25 

G3P0A0 

Low 

M 

20 

13 

20 

c 

49. 

Savitri 

24 

GijiPaAx 

Lcjw 

M 

20 

21 

00 

0 

50. 

Sijriian 

24 

G4P2A0 

Mid 

M 

16 

24 

40 

I 

51. 

GtK^di 

26 

G3P3A0 

Mid 

M 

16 

20 

40 

c 

52. 

Anisha 

20 

GxPoAo 

Mid 

U 

18 

16 

30 

c 

53. 

Kiran 

19 

GxPoAo 

Lrjw 

0 

16 

25 

20 

c 

54. 

Rainkuiriari 

20 

G^PxAo 

Mid 

M 

20 

21 

40 

c 

55 . 

Preel-i 

23 

GaPxAo 

Tow 

H 

20 

26 

20 

c 

56. 

Baby 

21 

GaPoAx 

IjOW 

M 

18 

36 

00 

c 

57. 

Uslki 

22 

G^PxAq 

Lcjw 

M 

16 

32 

40 

c 

58. 

Heera 

25 

G^PaAo 

Mid 

M 

16 

30 

20 

V ^ 

59. 

Kapoor i 

29 

G^fPsAo 

Low 

M 

14 

16 

00 

n 

60. 

laxrni 

33 

G^^PsAq 

Low 

M 

18 

20 

10 

c 


* - Silent Rupture of Uterus 

C - Q-mplete T - Incxxr^jlete M - Married U - Duniarried 
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No. 

NLiltK ‘ 

Ayf • 
(Yrs.) 

S.E. MariLi] 

S'aLus SULus 

Du rat ion 

of Ge^s^Lit Lot^ 

(Wer^ks) 

T.A. 

Interval 
Hr. Min 

C/T 

1 . 

Man ju 

19 

GjlPoAq 

T/JW 

U 

18 

22 

40 

C 

2. 

Rani 

22 

G^PxAo 

Txm 

M 

18 

40 

20 

C 

3. 

Sanl-osh 

20 

GaPijAo 

JjOM 

M 

14 

33 

10 

C 

4. 

Uslw 

24 

CsPaAx 

Tx)W 

M 

20 

56 

20 

C 

5. 

Nislvi 

28 

G3P2A0 

Mid 

M 

18 

30 

40 

I 

6. 

Sandhya 

36 

G6P3A3 

Mid 

M 

14 

36 

20 

c 

7. 

Malti 

40 

GsP 4 Ax 

Ix>w 

M 

18 

14 

10 

c 

8. 

Sunit^ 

20 

GxPoAo 

liOW 

U 

18 

38 

00 

c 

9. 

Alka 

18 

GxPqAo 

High 

M 

18 

42 

20 

c 

10. 

Ramkumari 

18 

GxPqAo 

Tx)w 

0 

20 

30 

40 

c 

11. 

Sadhana 

21 

G^PxAo 

liOW 

M 

16 

31 

00 

c 

12. 

Afsana 

18 

GxPqAq 


U 

20 

24 

20 

c 

13. 

Munni 

24 

G3P2A0 

Low 

M 

16 

39 

10 

T 

14. 

Anju 

25 

GsPaAi 

Low 

M 

16 

56 

20 

c 

15. 

Meena 

20 

G3P2.A0 

Low 

M 

18 

38 

00 

c 

16. 

Ra jni 

21 

GaPsitAo 

Mid 

M 

14 

32 

10 

c 

17. 

Gee1>i Rani 

26 

G4P3A0 

JjOM 

M 

18 

30 

10 

c 

18. 

Reklia 

25 

G^PxAq 

Mid 

M 

20 

19 

55 

c 

19. 

Manifca 

25 

G4P3A0 

Low 

M 

14 

30 

40 

c 

20. 

Ma 1 Li 

30 

G15P3AX 

T/>w 

M 

20 

44 

10 

I 

21. 

Sa ro j 

29 

GsPjsAo 

Low 

M 

18 

72 

40 


22. 

Manju 

21 

GxPqAo 

Low 

D 

20 

32 

05 

c 

23. 

Phcxjlo 

21 

G^PxAq 

IjOW 

M 

16 

24 

00 

c 

24. 

S.ishi 

20 

G3 P sAx 

Mid 

M 

18 

20 

20 

c 

25. 

Neelan^ 

18 

GxPqAo 

Low 

U 

20 

34 

10 

c 

26. 

Oma 

19 

GxPqAo 

Low 

u 

18 

48 

20 

c 

27. 

Dslia 

24 

G3P3A0 

Ijom 

M 

16 

40 

00 

c 

28. 

Rani 

23 

G3P3A0 

Tx>w 

M 

20 

33 

25 

c 

29. 

Parvati 

28 


T/>w 

M 

15 

40 

50 

T 

30. 

Bano 

27 

G5P4,Ao 

Tx)w 

M 

18 

24 

10 

c 


Cx>nLd . . . 


31. 

KiJ.sun^ 

36 

^csPsAo 

T/)w 

M 

20 

26 

10 


32. 

Prf^nlxilri 

32 

G^PaAo 

Ta.mi 

M 

18 

29 

on 

c 



29 

G^PaAo 

Txiw 

M 

20 

43 

20 


. - 4 , 

Kntisl \ti 1 y;i 

25 

S3PJLA1 

Ixiw 

M 

-1 n 

1 n 

18 

40 

c 

, 4 .*”) . 

nsludi 

24 

G3P2A0 

Mid 

M 

14 

30 

20 

(■" 

36. 

Jriwki 

24 

G3P-A0 

T*)Vw 

M 

16 

33 

10 

c 

37. 

Prvibh.^ 

20 


T,iOw 

M 

16 

28 

40 

G 

38. 

Mut^n i 

1 O 

Ci^^PqAq 

Tikjvv 

n 

18 

26 

00 

c 

39. 

‘V i 

19 

^iPoAo 

Tajw 

u 

20 

42 

35 

c 

40. 

Tj(^L.ci 

25 

^*3P:2Ao 

Lnw 

M 

18 

22 

05 

c 

41. 

Asha 

24 

^^PxAo 

TiOW 

M 

16 

3.S 

15 

c 

42. 

Haiti 

24 

G3POA0 

TiCX\' 

M 

20 

37 

40 

c 

43. 

Pani 

20 

GxPqAo 

Txjw 

M 

16 

43 

10 

r'* 

^ - 

44. 

An ju 

30 

G3P3A0 

High 

M 

14 

38 

20 

T 

45. 

Plioola 

34 

GsP^Ao 

TiOw 

M 

18 

18 

40 

c 

46. 

MaxrU^ 

32 

G3P2A0 

Low 

M 

20 

26 

00 

c 

47. 

Kainla 

31 

G6P3AX 

T/>w 

M 

16 

22 

40 

c 

48. 

Deva 

27 

G4P3A0 

T/)W 

M 

18 

26 

55 

c 

49. 

^feera 

25 

G4P3A0 

IjOW 

M 

18 

30 

45 

c 

50. 

Sang i la 

23 

G3P2A0 

Mid 

M 

14 

78 

10 

icic 

51. 

Ncx^r jahan 

21 

G^PxAo 

Txm 

M 

18 

58 

20 

c 

52. 

Miya 

20 

GxP qAo 

Tx)w 

n 

20 

37 

20 

c 

53. 

N i slia 

23 

G3P3A0 

Mid 

M 

18 

33 

40 

c 

54. 

Pati 

28 

G4P3AX 

TiOw 

M 

16 

40 

10 

c 

55. 

Sun i. la 

29 

G4P3A0 

T/>w 

M 

20 

30 

40 

c 

56. 

Ririipya r i. 

22 

G3P3A0 

I/>w 

M 

18 

35 

10 

c 

57. 

K<ish<x>ri 

27 

GxPqAq 

Lcxv 

U 

18 

26 

00 

c 

58. 

Pl;H})pd 

24 

O3P j_Ao 

Txnv 

M 

14 

29 

10 

c 

59. 

Daya 

25 

G3PaAo 

IXJW 

M 

16 

46 

20 

I 

60. 

Sukhrani 

25 

G4P3A0 

Tjf)w 

M 

18 

38 

20 

c 

** 

C - 

HYsi.-erobcxny 

Ccxrplete 

T - 

Tnccxrplet:.e 

M - 

Marr.iec 3 

U - 

llnniar r i e <3 
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with ©thacridine -BYntoclnoTi ? 5 r_®i<iit!rimester_abo:rtlons , 


Gase No. 


MOn Nr., 


Name- 

Age 

Gravlda/Parity 

Addrass 

M arr 1 e d/U ninarrl ed. 
Educational status 


Ward/Bed No. 


Wife 


Duration of marriage 


Husband 


Occupation 


Wife 


Husband 


Monthly family Income 

No. of adults No. of children 

Soclo-econcsmlc status- Poor/Lower middle class/upper middle class/Rldi 
Religion 

Habl tatl on -Rural /Urban 

DOA- DOD- 

Consultant- 

Ghlef Gomplaln'cs : 

. Duration 

Ammenorrbea- 

’ Any associated c/o- vomiting/pain In abdanen/any evidence of PID. 


Others 


Menstrual Hiatory- 


A@e at ' Menarche:- 

Du rati on of menses in days- 

Du rat ion of cycles in days- 

Bucrtriiwi of loss-Average/^xceasive/Scanty- 

LMP- EDD- 

Obstetrics History- 

(a)Past pregnant3^s : 

No. Data' Duration of preg. Abnormality 

in preg. labour 

I. 

^ • 

3 . 

(bOPresent- preg.” 

No.of antenatal checkup- 
peas on for termination- 

A1 i ve /D b ad. f oe tu B - 

Contraceptive History- 

Contraceptive education- Yes/No 
Contraceptive practice- 

Dietetic- History- Veg/Non-vegetariaii 

Past Medical histcry- 

(a) During antenatal period. 

(b') Preceding to that. 

Drug Historyrsp.(H/o hyparsensitivlty to Prostaglandins) 

(a) During antenatal period’. 

(b) Preceding to that. 

Pamlly Kistory- 


Chltl 



General examination: 


G.G.- 


Helght- 

wt. - 

p/r- 

B.P.(mm,of Hg)- 

Temp . - 

h/l- 

Anaemia- 

Jaundlce- 

Oedema- 

Others- 


Obstetrical Examination: 
Bbeast' s- Nipples - 

p/a- PH- 

£B- 

P/V- 


albumin 

sugar 

M/a, 



Ultras on ography- 


Obse^atlons: Date & Time of Inatyjation of ethacrldlne- 
Pd. of gestation in weeks- 

6hrs. I2hrs. I8hrs. 24hrs« 

Type of 

Drug 

Amount/ 

concj. 

Route, of 
admn. 

P/R 

B.P.^mmHg) 

Temp, 

n/v/d 

Pain 

Bleeding^ /V 
Contractions 

P/Vflndinga : 

Dliabffibns 

Condi tbon 
of Cervix 

S t ati on 

Memb'. 

State of 
catteter. 


48hrs . 


Time of expulsion of foetus- 


Time of expulsion of placenta- 


induction- Abortion Interval- 


Post-Abortal Oomplications : 


Pain- 

Post-Abortal bleeding- 
incomplete Abort i on - 
Post-Abortal Infection- 
Genital -tract trauma- 
Otbers- 


Remarks- 


Slgnature of Doctor^ 


